Introduction

Initial questions
After 40 years in Balint groups and 35 years as a group leader, I am still unsure about what really goes on in a Balint group. Especially, when I am leading it. I have been giving this a lot of thought lately, and I would like to explore the following questions:
• What does Balint offer that is special?
• How can Balint leaders help the group to stay on track?
• What can we expect from our members in the way of change and development? • What do group members think?
What do our groups have in common with other forms of small group learning?
There are many other small groups where family doctors meet for case-based discussion of individual patients. 1 They are similar to Balint groups-yet different. We are not alone in the Universe. This may come as a surprise to some members of the Balint community, or even as a threat. But there is no need for alarm. They come in peace and are not trying to replace us. These groups, like today's Balint groups, provide a safe and confidential space for doctors to talk frankly about their work and continuity which helps to develop friendship, support, and trust. Like the Balint group, they focus on a particular patient, starting with listening to a story or narrative. Many of them were based on the Balint group model. But they felt the need for a medical input as well: to discuss diagnosis and treatment of a physical disorder as well as emotions and relationships. While the Balint group's chief concern is to explore the doctor-patient relationship, other groups see their task as seeking to manage uncertainty in medical practice.
These case-based peer supervision groups exist, to my knowledge, in Canada, Denmark, Ireland, Scotland, Sweden, and the USA. Two examples demonstrated along with Balint groups at the 2015 WONCA conference in Copenhagen, Denmark, are as follows:
1. Peer supervision groups in Denmark 2 : These have been part of Continuing Medical Education (CME) since 2007. Typically, eight to ten doctors meet once a month, under the guidance of a designated "interviewer." The session starts with a case history after which the interviewer questions the presenter. The other members ("the reflecting group") then discuss the case, after which the interviewer resumes his conversation with the presenter, making use of the input of new ideas. Many cases are about trying to resolve clinical uncertainty; others engage with ethical problems or feelings and relationships. 2. Practice inquiry in the USA 1 : These workplace case discussion groups were started for family physicians in the San Francisco Bay area in California in the 1990s. Subsequently, ongoing groups were started for family medicine residents at the University of Virginia in Concord NH and elsewhere. Like the Danish groups, these have a rather more formal structure than the Balint group, with a number of different phases for discussion and further information. Again the discussion will vary according to the nature of the problem. The discussion is rigorous but allows space for the expression of feelings as in a Balint group. Follow-up of the case is encouraged at future meetings.
What does Balint offer that is special?
There seems to be something very special about small groups of 8-12 people, provided they are well managed and facilitated. The size allows for diversity of opinion and personality while remaining sufficiently small for members to get to know and trust each other well.
• They provide a safe, confidential space where colleagues will listen to you and respect your views.
• The continuity and regularity of group meetings helps to builds trust.
• If you are having a difficult time, you can be sure that everyone else has been there too.
• They are guided by a well-trained facilitator.
However, each kind of group will add something of its own which it offers in the small group context.
If we compare the Balint group with other clinical supervision groups, we find that while the others will quite often discuss the doctor-patient relationship, the Balint group has this as its main intention.
I call this an intention but do we fulfill it? As group leaders, we try to bring the group's attention back to the doctor and the patient when it strays. But this may be quite hard work.
Despite the good intentions of both leaders and group members, we seem to spend a lot of time not discussing the doctor-patient relationship, or maybe actively avoiding it. What are we doing instead?
We may be discussing the clinical diagnosis or the treatment. We have to do some of this to get a clear picture of the consultation and its background. But this can and frequently does go on too long.
We may be giving or seeking advice: For example, the presenting doctor may ask: does anyone know a good rheumatologist? And someone will say: do you know Dr Ben Cartilage? He's a brilliant diagnostician. I'll give you his email.
He will know what to do. The presenter says, Thank you. That is so helpful! And other members make a mental note of the address for future reference, while the leader squirms uncomfortably. Then, we may spend time complaining about the patient's behavior. It seems that many patients just do not know how to behave in a doctor's office. The doctor is being treated disgracefully, and the group wants to assure him of its support. We may say that this patient does not deserve any sympathy let alone empathy. Such a patient may be seen and condemned by the group because he is a drug addict, or an alcoholic. He refuses to listen to advice, he is rude, or perhaps he is too friendly; he never attends for his check-ups, he fails his appointments, and when he does come, he stays too long.
How can Balint leaders help the group to stay on track?
While all this is going on in a group I am leading, I sometimes seem to be just sitting and listening. I may be thinking, this is fine: I am trusting the group to find their own way. On the other hand, I may be wondering what I can say that will get them back on track.
I can say, "What about the doctor-patient relationship here?" Or I may be thinking: the doctor-patient relationship is here all the time in the parallel process. The drama is being played out between the presenter and the group. Should I draw attention to the parallel process? Perhaps. But what if my intervention sinks like a stone? Maybe I should try a more direct intervention.
Sometimes I ask: how do we think this patient got to be where she is now? She is a person with a back-story: a life's journey that may have started well but has gone badly wrong somewhere on the way. What would it be like to be in this patient's shoes? I might ask: What does this patient make us all feel? What is he doing to the presenter? If the presenter is feeling depressed or helpless or ill-used, it's likely that the patient was feeling that way too.
These are the feelings he wants urgently to get rid of, so he has handed them over to the doctor-who has passed them on to the group. This is countertransference. 3 We can see it happening in the group and in our offices. So the "purpose of the visit" may have been to make the doctor feel bad, and the patient is able to stride forth out of the consulting room, relieved of part of his burden and feeling better. But does this count as a successful consultation? I think it does if the doctor has been able to put up with the discomfort. If she has learned not to get angry and if she is able to be a good "container" for the patient's bad feelings without retaliating, then she will have done a good job. The patient may come back in a better mood.
What can we expect from our members in the way of change and development?
Some patients make us feel unusually disturbed or behave untypically. Even unprofessionally. This may be an indication that we have detected in the patient someone rather like ourselves. We all have a part of ourselves that we would rather not know about. This is the part that Jung referred to as the shadow. 4 Maybe we can't cope with drug addicts because we feel ashamed of having other temptations we can't resist. Of course, there has to be a balance between letting the group having its freedom and intervening. But my feeling is that we don't intervene enough. An important part of what we offer following the Balints' lead is the chance to develop a greater knowledge of ourselves including some of the lower depths where the shadow lurks. We may remember that Michael Balint's stated aim was for his doctors to achieve nothing less than a change in personality. 5 A limited change-but a considerable one. . . But is every resident or every physician able to use this opportunity? Does everyone want it? In the early days, Michael and his colleagues worried about this. They concluded that 60% of doctors either did not see the need to join a Balint group or were unable to tolerate it for long. "Of those who stayed, only 20% were able to acquire a commendable amount of diagnostic and therapeutic skill."
Of course, things have changed. All doctors (or most doctors) are more psychologically aware and literate. But by making Balint compulsory in our training programs, have we declared that everyone can benefit from it? I think it is obvious that some group members become much more psychological aware and effective than others. And if most people benefit to some extent that might be good enough for us, if not for Michael himself.
In this Olympic year, I was minded to order the possible rewards into three levels of benefit or achievement: bronze, silver, and gold. At the bronze level (level 1), you receive all the benefits of the generic small group effects:
• You are a member of a group of really nice people, doing the same difficult but often rewarding job as yourself.
• You have a safe, protected space to talk about work, your feelings, and even your mistakes.
• You can get advice from colleagues.
• You feel that family medicine is not so bad after all. At the silver level (level 2), you receive all the above benefits-but in addition:
• You develop more interest in the patient as a person.
• You take more time to explore their life history.
• You have learned to be a better listener.
• You are more relaxed at work, with a greater tolerance of difficult patients.
• You find work more satisfying, patients less persecutory.
• But: your feelings are still "ambushed" by personally disturbing patients. At the gold level (level 3), you receive all the benefits above-but in addition:
• You become aware of the projected patient feelings (countertransference).
• You become willing to accept a share of painful feelings: helplessness, anger, and irritation. • You have developed greater self-awareness. You recognize why some patients disturb you.
• Possibly, your clinical practice changes for the better.
As Robert Gosling, one of the Balint's associates at the Tavistock nicely put it: "As they became more accepting of themselves, they were more open to their patients." I wanted to use a qualitative method to get an idea of what the members thought of their group, its method, and its effects on the way they thought about themselves.
I also wanted to know how they saw my role as a group leader.
Method. I asked each group to act as a focus group, and I prompted them with a few questions. The sessions were recorded and later transcribed. I then went through them, coding what I thought were the more significant sentences and phrases and looking for predominant themes.
Results. The themes elicited from the two focus groups are presented with supporting quotations.
"THE GROWN-UP" GROUP Appreciation of the group "Very supportive" "Can be challenging as well" "Depth and detail we don't normally get elsewhere" Leaders have a purpose "You nudge us back on track." "I think these interventions are very important." Help with patients and change in self Another theme was Curiosity about other groups. Trainees (residents) were curious about other groups in this and other programs. They wondered: Is there a different style of doing this? Would it be different with a different group leader? Do our sessions differ very much from "grown-up" Balint?
The group members were aware that the training program in psychiatry also runs Balint groups, which they are permitted to attend during their psychiatric attachment. One (absent) trainee used to go every week and had reported that they were "very, very good."
Discussion. Both groups seem to know what the aims of the Balint work are. This includes an awareness and appreciation of the leader's role in "steering" the discussion back to the doctor-patient relationship when it has strayed for too long. The "Grownups" were more appreciative of the mutual support in the group, possibly because residents already get a lot of support from program directors and each other. Residents are curious about other groups, other styles, and wondered what they might be missing! Both groups seemed to have a reasonably good grasp of Balint groups' aims and method.
Limitations. The study was conducted quickly in order to capture data before the residents group changed in composition. Ideally, the focus groups should have been conducted and analyzed by independent observers. The group members may have been influenced to some extent by their wish not to disappoint me.
Future study. It would be useful to do a further study to see if the findings of this one are confirmed and to explore ways of estimating the level of benefit (degree of change) achieved by individuals.
Conclusion. We compared Balint with other kinds of small group, asking:
What do we have in common? What does Balint offer that is special? What should group leaders do to make sure it is special? Can everyone benefit? To what extent? What do group members think?
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